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Older Adults Issue Brief

GROWING OLDER

Providing Integrated Care For An Aging Population
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Learning Objectives

« Understand the complex array of health, behavioral and
social issues that should be addressed during clinical
encounters with older adults

 Distinguish the differences between common mental health,
substance use and physical health conditions

« Recognize the steps to develop an integrated behavioral
health and primary care workforce that is ready to serve an
aging population

 |dentify evidence-based practices and other resources for
serving older adults in an integrated manner

integration.samhsa.gov



Today’s Speakers

Amanda Pettit, RN, MSN

Clinical Nurse Manager, Crossing Rivers
Health Primary Care Clinic, Behavioral
Health Clinic and Center for Specialty
Care Clinics

Ashley Hady, MSW, LCSW
Licensed Clinical Social Worker, Crossing
Rivers Health

Stephen Bartels, MD, MS
Herman O. West Professor of Geriatrics

Professor of Psychiatry, Community and
Family Medicine, and The Dartmouth
Institute Geisel School of Medicine at
Dartmouth

Director, Dartmouth Centers for Health and
Aging
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Identifying Mental Health

Needs in Older Adults in
Rural America

Ashley Hady MSW, LCSW
Mandy Pettit RN, MSN
Crossing Rivers Health
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Who We Are....Crossing Rivers Health

Independent primary and behavioral health clinics

Under the “umbrella” of a CAH- CRHMC

Number of patients > 65yrs old seen since 2014
901 (Includes primary and behavioral health)

Profile of Services

Primary Care from prenatal to death:
Wellness, preventive, med management
Behavioral Health from adolescence to geriatrics:
Counseling
Medication management
Diagnostic evaluation
Screening and referral

integration.samhsa.gov



Who We Are....Crossing Rivers Health

Our workforce- Primary Care and Behavioral Health:
2 Board Certified Family Medicine Doctors
1 Board Certified Internal Medicine Doctor
2 Board Certified Family Nurse Practitioners

1 Board Certified Family Nurse Practitioner and Certified
Nurse Midwife

1 Licensed Clinical Social Worker
1 Psychiatrist
1 RN- Telehealth Facilitator/Care Coordinator

integration.samhsa.gov



What Our Data Shows....

Specific to patients >65yrs diagnosed with depression
and/or anxiety. (cb code 296 & 300)

126 diagnosed in Primary Care Clinic
5 patients are currently being seen by a counselor or a
psychiatric prescriber. Only 3.9%

2 Referrals were sent by primary care but refused by patient.

integration.samhsa.gov



What Primary Care Providers hear...

* “I've lived through worse than this...”
* “| trust you, can’t you just take care of it?”

* Do not or cannot drive anymore

* Who is going to take me to another
appointment?

* Fixed incomes

* Does insurance cover visits with
prescriber? Counselor?

* Does insurance cover prescriptions

XSA integration.samhsa.gov
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What Primary Care Providers Say...

“| already know the patient, I'll just take care of it.”

“It's not personal if it's through telehealth, my patients won't like
that.”

‘| can’t make them go.”

“The patient hardly comes in to see me, how are we supposed to
get them to see a psychiatrist or counselor?”

“This patient doesn’t need another medication, more side effects,
etc.”

integration.samhsa.gov



What Primary Care Providers Do...

Continue to routinely screen patients with:
PHQ-2 (at Medicare Wellness Exams)
PHQ-9
GAD-7

Determine when to introduce different treatment modalities.
“Watchful waiting”
Medications
Therapy

HOW is this DECIDED?....Different for every provider and his/her
relationship with patient......

integration.samhsa.gov



Integration of Care... Utilizing Evidence-
Based Model: “Telemedicine-Based
Collaborative Care”

 Part of the “TEAM” which allow for more continuity of care

« Empowers patients and caregivers to make decisions
about treatment options...i.e. counseling, medication
management etc.

« Communication “back to” Primary Care when patient is
seen

« Communication with long-term care model
« APS-Adult Protective Services

. Substance Abuse and Mental Health Services Administration . )
XSAMHSA HRSA integration.samhsa.gov
www.samhsa.gov  1-877-SAMHSA-7 (1-877-726-4727)

Health Resources & Services Administration



Integration of Care... Utilizing Evidence-
Based Model: “Telemedicine-Based
Collaborative Care”

* Individualized comprehensive mental health
assessment

« Strength-based assessment
« Patient-centered treatment planning

» Grant development- HRSA Mental Health Through Tele-
medicine

« Service development initiatives
» Crossing Rivers Telehealth Consortium Project Director

. Substance Abuse and Mental Health Services Administration . )
XSAMHSA HRSA integration.samhsa.gov
www.samhsa.gov  1-877-SAMHSA-7 (1-877-726-4727)
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How can WE effect CHANGE...

* Providers
 Patient flow, hand-offs
* Provide feedback from patient surveys
« Patients
 BH whether face-to-face or telehealth, it isn’t so “different”

« Connecting BH providers with Primary Care consistently
« Community Resources

* APS

* Long-term Care Model

. Substance Abuse and Mental Health Services Administration . )
XSAMIiSA HRSA integration.samhsa.gov
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How can WE effect CHANGE (cont’d)...

 Current-state- House a few blocks across town
« Future-state- On-site with Primary Care

. Substance Abuse and Mental Health Services Administration . )
XSAMHSA HRSA integration.samhsa.gov
www.samhsa.gov  1-877-SAMHSA-7 (1-877-726-4727)
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Our Vision for the future...

Continue to refine the Evidence-Based Model
Increase access to care

Maintain provider continuity

Sustain services

Decrease negative stigmatism

Integrate behavioral health as part of OVERALL
health management

Keep the conversation going....

. Substance Abuse and Mental Health Services Administration . .
XSAMIiSA HRSA integration.samhsa.gov
www.samhsa.gov 1-877-SAMHSA-7 (1-877-726-4727)

Health Resources & Services Administration



QUESTIONS?

Contacts:

Ashley Hady LCSW
608-357-2700
ashley.hady@-crossingrivers.org

Mandy Pettit RN, MSN

Clinic Nurse Manager
608-357-2529
amanda.pettit@crossingrivers.org

. Substance Abuse and Mental Health Services Administration . .
XSAMIiSA HRSA integration.samhsa.gov
www.samhsa.gov 1-877-SAMHSA-7 (1-877-726-4727)
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Steve Bartels MD, MS
Herman O. West Professor of Geriatrics

Professor of Psychiatry, Community and Family
Medicine,
and The Dartmouth Institute

Geisel School of Medicine at Dartmouth
Director, Dartmouth Centers for Health and Aging
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Overview

Behavioral Health as a Health Care
Problem for Older Adults

Evidence-base Practices

Models of Care
Integration in Primary Care
Health Coaching & Self Management
Technology
“Reverse Innovation”

Community Outreach & Support
for Aging in Place

integration.samhsa.gov
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11 Million Older Americans with
Mental lliness Today- 15 million in 2030
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Behavioral Health in Older Adults
is a Health Care Problem

. Substance Abuse and Mental Health Services Administration X )
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Depression Kills Older Women
/ Years After Hip Fracture
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Depression and Greater Likelihood of Mortality After Heart Attack
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Depression Kills Older Men
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Mental lllness Can Double
or Triple Costs Across the Lifespan

==Schizophrenia “==Depression = Dementia ===Medical Diagnoses Only
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- “We Know Treatment Works”
Evidence-based Practices

Integrated service delivery in primary care
Mental health outreach services

Mental health consultation and treatment
teams in long-term care

Family/caregiver support interventions

Psychological and pharmacological

treatments
Bartels et al., 2002, 2003, 2005

integration.samhsa.gov



Integrated Collaborative Care

Collaborative care model includes:

Care manager: Depression Clinical Specialist
Patient education
Symptom and Side effect tracking
Brief, structured psychotherapy: PST-PC

Consultation / weekly supervision meetings with
Primary care physician
Team psychiatrist

Stepped protocol in primary care using antidepressant
medications and / or 6-8 sessions
of psychotherapy (PST-PC)

Unutzer et al, JAMA 2002; 288:2836-2845

integration.samhsa.gov



Clinically Significant Improvement in T
Depression (250% Drop on SCL-20 Depression Score froseline)
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Integrated Care is
More Cost Effective
Than Usual Care

IMPACT participants
had lower mean

total healthcare costs
$29,422

compared to usual
care patients

$32, 785

over 4 years.

Substance Abuse and Mental Health Services Administration

{SAMHSA HRSA

www.samhsa.gov 1-877-SAMHSA-7 (1-877-726-4727)

Health Resources & Services Administration

MANAGERIAL

Long-term Cost Effects of Collaborative Care
for Late-life Depression

Jurgan Undtzer, MD, MPH; Wayne J. Katon, MD; Ming-Yu Fan, PhD; Michael C. Schoanbeum, PhiD;
Elizabiath H. B. Lin, MD, MPH; Richard O Della Penna, MD; end Diane Powers, MA

ajor, dépresion and-dysthiymic disordet-{ghronic degres-
sitm) are comezon in older adults: Tn-addisin o cnsing

irypaipenent of functioning and qualiey & life, depression

i late lihe has been asmociated with substangial increses
in toml hEaltheade costs. ™ The [rni:nlving Mok P‘:!.lnult'.ng Adpss 1o
Collaborative Treatment f[}r‘ip."'.(:T:l "ri:l'|J enrolled 1831 .'.ix_]:cuu_'ﬂ dlcler
primary-tare patients from 8 healthgane systems ina randomized oo
erolbed-trial of a collabortive care minigement program for depressioan
compared with care as usual, BEfticipants il each ognmizition wene
r.1|1;3cx|'.|.1_f iL‘wipu:\J ti ekl iFES e Sare or togemre s usual.

Earbied finditws froom the IMBACT atody® mepaed that the oollaboga-
tive crre-program was substantislbe Mmoo clfectiee than care as usuallin
reducing-depresion and i mmprosing Fhpkal and social / fancton
Intervention patisnts continued o hae sigrifi@antby less depression than

prfients in s J careeven ot the 144 ] rll"uw-up. 12 months afi

the end of thedntervention pragrazs,’ Analyses from the IMPACT trial®
found the dollabgratine cime progrum & bésubstintially more cost-effec-
tive than dire @ uabl, IMPACT plrvidiponts exgenefiosd 107 mbne
depression-free s diring s 24 oot peritd-thin paticns asigned w
care a5 uaual, E'.'-'uri:lg he | xlud-, year, ol healtheare costs I:il:ll\.]u:i.-
ing the costs of the BEPACT, nterventivin ) wene slighsly b
the intecvention group than asyong control subjects, but a slight decrease
in costs dmong U intérvent ion groug compamed with asdal e patients

investment in

gher among

weas observed in the second e, suggesting that an in
better depreession care may result in loog-term cost savings.”

In this article, we report long-term ($-pmar) effects of collaborative
care for Lte-life depression on total healtheare costs from o payer's per-
spective. Cur findings are based on cost data available from 2 participat-

ing group-miodel health maintenance ongar

METHODS

Trial
Dretailed informeation about the methodology, elinizal resabs, and 2-
veir cost-effectiveness outcomes from the IMPACT wial ane reported
elsewhere. ™ The mstitutional review
Boards of all participating organize-

In this lasuas
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Pramoting Acceas 16 Collsborative Trestmand
IMPACT) program for late-life depression com-
pared with usasl care,
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sha IMPACT intarvantian in = 379 ar to ueual pri-
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sueane 1o & doprossion sare menager whe provid-
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srtidepmesan: medicstion marsgeaman pra-
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sril prodilam-sobaing trsabmand in primary cam
for up e 12 manthe, Care mansgers ware supar-
winnd by 8 peychintrisd and a primany cars
pravidur, The main ouicome measunes ware
hasfthcars costs during 4 yeare
Rasutts; IMPACT participants had keear maan
totel heslthcars costs (529 422; 95% confiderce
nbmrag |, 26 479-532 365| than wsasl care
patisnts (S5 THS: #5% confidence interval,
7 6a8-537 D271 during 4 years. Results of 8
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prabability that the IMPACT program was
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Conclusion: Compared with usual primary cem,
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RCTs of Geriatric Mental Health
Community Outreach Models
% Recovered from Depression*

70% ~
60% -
50% ~
40% ~
30% -
20% +
10% -

0% -

Waterreus CiechanowskKi Banerjee Llewelyn-Jones
@ Intervention B Control

* Greater than 50% reduction in symptoms or meeting syndromal criteria



Prevention Works!

Preventing Late-life Depression in
Age-Related Macular Degeneration

Barry W. Rovner, M.}, Robin J. Casten, Pb.D.

Objective: o deternifne whetber frotler-solodng ireatment (PST) can frevent de-
frressive disorders in palfends with age-related mocular degeneration (AMD) Design:
Tieo Buridved six paliends with AMD were randomly assigned to PST (v = 105) or
mstal care (no= JOTL PRY therapists delfvered six PST sessions over 8 weelks in
subifects” bomes. Measurements: Diagmostic ard Statistioal Manual of Meatal Disor
ders - Fourth Editéon Dhagnoses of Depressive Disorders, Hanilion Depression Rating
Seade scorves, ard rates of relinguisbing valued activilies were assessed at 2 months
JSor shoviterm gffects and O months for mainienance gffects. Results: The 2ot
inciderice rale of defressive disorders fn FSTreated sulfects was sigrificanily lower

Ihan coviirods (1 1.0% persus 23.2%, respeciively; OR = 043 99% OF f0020, 08500 FST

ailso redsiced the odds of relfrgutsbing o valied aotivity (OR = 048, 95% CF /0.25,
.50 thais efffect mediated the relationsbip between treatiment group and defression.
Hy O miowths most eariier observed Benelfts bad diviinisbed. Secondary analyses
shotved that a mifrdnial fevel of defressive synifoms were disabling and predicied
incfdent depressive disorders, Conclusion: PFY prevented depressive disorders and
loss of valuwed acifviifes os o sboriHers freaiment bul these bengfiis were not
mainlained cver iime. To susfain PSTs gffect, an faferveniion bl uses a frotdem-
solving framework o enbance rebabifiiative skills wmay e wecessary. (Am | Geriarr

Paychiatry 2008, 10:4%4 -450

Key Words: Problem-solving treatment, vision loss, age-relaced macular degeneration,

depression

Prevent'mg depression in older people might seem
improbable given the medical problems, disabil-
ity, and social losses that many experience and the
view that depression is an inevitable consequence of
aging. Although most older persons will never, in
fact, become depressed, many have medical prob-
lemns and physical disabilities or stressful life events,
chronic life difficulties, or poor coping skills that

increase their risk. Developing targeted early inter-
ventions for these persons may prevent them from
becoming depressed.

‘We have focused on preventing depression in per-
sons with vision loss due to age-related macular
degeneration (AMD}. AMD is the leading cause of
severe vision loss in older adults, with almaost two
million having advanced disease (neovascular or

Recebved Dorobir H, 207; revised January 10, BHH: accepred January 14, 2008, From the Depanments of Paychimry and Nearoslogy (E), and
Psychiarry and Human Behavior (RICk Jeflerson Medical Callege, Feffersan Medical College. Philadelphia, PA. Senid correspandence and repring
reduesss te Barry W, Rovner, MDD, Jeflerson Hospirl for Neuroscience, 00 Walnur Sreer, dth Floor, Philadelphia 19107, PA. email:

barryrovnerijeffersonede
L 2008 American Assoclabon for Gerdaidc Pspchiacry
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EDITORIAL

Preventing Depression in Old Age: It’s Time

Charles F. Reynolds I, M.D.

though depression in old age can be success-

fully treated, often to response if not full remis-
sion of symptoms, persisting impairment in func-
tiomal status and in health-related quality of life is all
too comman.” Long-term treatments also work to
reduce rates of recurrence of major depressive epi-
sodes by about 50%; however, maintenance of qual-
ity of life is far from 5.ali5factnry.: Thus, the illness-
related burden of depressive illnesses, particularly in
old age, continues to be an important public health
challenge and looms larger still because of the in-
creasing numbers of elderly pecple in developed
econommies.

Moreover, elderly who are members of minority
groups are even less likely to access and engage in
effective treatment of d.eprﬁsiun." Thus, it is mot
surprising that African Americans, for example, are
overrepresented among those with severe depres-
sion.” If you are old, depressed, and African Ameri-
can or Latine, you have three strikes against you.

‘We know now that evidence-based treatments for
depression in old age can and do work in primary
Care setth,gﬁ;M‘ however, the diffusion of models of
depression care management to the general medical
sector has to date been limited, often for financial
reasons. Two-minubte mental health visits are the
rule, limiting the acoess of patients to adequate treat-
ment and guaranteeing suboptimal outcomes,”

This state of affairs underscores the need to prevent
ald-age depression. That is, if the efficacy of treatment,
while good, is still mited with respect to reversing
illness related burden; and if diffusability of evidence-
hased practices to general medicine is limited, particu-
larly in mirority populations; then the need to prevent
ald age depression in the first place is of great public

health moment. 1 suggest that our field needs to make
a commitment to depression prevention research, and
that scientifically the time has come.

Smit et al”™® have done the basic epidemiology o
identify characteristics that put elderly people at high
risk, both for incident” and persistent” depression. In
their waork, having symptoms of anxiety, functional
impairments, two or more chronic illnesses and either
low education or below average levels of mastery iden-
tify elderly persons at high risk for persistent depres-
sion. The authors have taught us that profiles of high
risk characterize relatively small segments of the el-
derly population; and that if one could contain the
adverse effects associated with such risk factors, then
the incidence of persisting depression could be sub-
stantially reduced (i.e., high atiributable fraction). Also,
reasonable efficiency is possible, assuming acceptable
and effective interventions (as indexed by a number
needed to treat of approximately 3).

What type of preventive intervention could make
the most sense scientifically and be acceptable to
patients at high risk? The review by Cole” reminds us
that brief psychesocial interventions, especially those
that are learning-based, are acceptable and feasible,
as evidenced by good enrollment and completion
rates. Furthermore, based upon the available studies,
reductions in absolute and relative risk for incident
depression appear to be promising and thus justify
the effort of mounting further prevention research in
high-risk older people. What is meant by high risk?

Rovner et al'™"" have done ground-breaking re-
search inte selective prevention of depression in
older adults, that is, taking a group of people at high
risk, by virtue of known risk factors (eg., bereave-
ment, insomnia, limited social support) but not yet

Fram the Advanced Cemter for Interventions and Services Hesearch for LazesLife Mood Disarders; and the John A, Hamford Cemper of Excellence
in Geriaric Psychiatry, Depanmsent of Psychiatry, Universioy of Pinstungh School of Medicioe, Presburgh, PA. Send commespondence ard reprint
reguesss te Dr. Charles F, Reynolds O M2, Advanced Center for Interventions and Services Reseanch for Lave Life Mood Disonders, Pinsburgh,

AL email: reyrldsclifuprecedw
L 2008 American Associabon for Gerdairdc Pspchdacry

Am ] Geriatr Psychiatry 166, Tune 3008
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SBIRT MODEL for Misuse of Alcohol and
Psychoactive Prescription Medications

» Screening
* Brief Intervention
» Referral to Treatment

Trials with Older Adults:

€Brief Interventions (BI) can reduce use and some problems for at least 12 months
among younger and older adults

€(Ex: Reductions in drinking of 40%)

Implementation in ‘real world settings’
«American Society on Aging (ASA), 2005 (Blow, Barry)
Schonfeld, et al, 2010 (Florida BRITE Project)

integration.samhsa.gov




AOA-SAMHSA Issue Briefs

OLDER AVIEHR CANS BEHAM ORAL HEALTH
Issue Brief 1. Aging and Behavioral Health
Partnerships in the Changing Health Gare

BEhvironment
Introduction

The Substance Abuse and Mental Health ServicesAdministration
(SAMHSA) and Administration on Aging (AoA) recognizethe
value of strong partnershipsfor addressing behavioral health issues
among older adults.

ThisIssueBrief ispart of alarger collaboration between SAMHSA
and AoA to support the planning and coordination of aging and
behavioral health servicesfor older adultsin statesand communities.
Through thiscollaboration, SAMHSA is providing technical
expertiseand tools, particularly in the areas of suicide, anxiety,
depression, alcohol and prescription drug use and misuse among
older adults, and partnering with AoA to get these resourcesinto
the hands of aging and behavioral health professionals.

Satesare advancing older adult behavioral health servicesthrough
partnerships between Sate Aging, Mental Health, and Sngle Sate
Authorities. These partnerships haveincreased accessto health
interventionsfor suicide prevention, depression, at-risk alcohol
and medication misuse, and chronic disease management such as
the evidence-based practices and programsidentified in thisBrief.
Access hasimproved for adultswith mental health and substance
usedisordersand for thosewho are at-risk for developing these
disorders Successful partnershipscan link aging and behavioral
health providersin the community.

Behavioral health agenciesand aging service providersthat
partner can offer health interventionsaswell aslink older adults
to specialistswho address high-risk medication and acohol use,
depression, anxiety, and suicide prevention. Primary care providers
can benefit by participating in these partnershipsand referring
older adultsto appropriate evidence-based prevention, screening,
and brief intervention practices.

« Many aging service providersoffer care management, chronic
disease self-management, and other evidence-based health
promotion and prevention programs. Aging service providers
aso link older adultswith benefitsinformation and long-term

Administration on Aging

Sate Aging and Behavioral Health Partnerships

servicesand supports. Health systemsthat chooseto partner
with aging service providersand behavioral health providerscan
better reach dual eligible and home-bound populationsand link
to community-delivered evidence-based services to ultimately
improve care coordination and reduce cost.

Key componentsof effective aging and behavioral health
partnershipsthat result in positive health impactsfor older adults
and improved servicedelivery sysemsinclude:

« Leadership of at least one state government champion who hasa
goal of increasing or improving accessto health services, building
systemsof delivery, mobilizing partners, taking advantage of
opportunities and proactively developing strategiesto capitalize
on new opportunities.

« Advocacy resultingin financing, policy, or program change that
increases or improvesaccess to health services.

Directed funding that increases or improvesaccessto health
services

Development of statewide delivery systems that link aging and
behavioral health servicesand that |everage both sysems
toincreasereach and effectiveness of overall health services.

Substance Abuse and Mental Health Services Administration

XSAMHSA

www.samhsa.gov ¢ 1-877-SAMHSA-7 (1-877-726-4727)

OLDER AMBER CANS BEHAV ORAL HEALTH
Issue Brief 2: Alcohol Misuse and Abuse

Pevention

Introduction

‘The Substance Abuseand Mental Hedlth Adminigtretion
(SAMHSA) and Adminigtration on Aging (AcA)
recognizethevaueof srong partnershipsfor addressing
behavioral hedlth issuesamong older adults This|sue
Brief ispart of alarger collaboration between SAMHSA
and AoA to support theplanning and coordination of
agingand behavioral hedlth servicesfor older adultsin
gatesand communities Through thiscollaboration,
SAMHSA isproviding technical expertiseand tools,
paticularly in thearess of suicide, anxiety, depression,
acohol and prescription drug useand misuseamong
older adults, and partneringwith AoA to get these
resourcesinto the handsof Aging Network professonals

Importance of the Problem

Themisuseand abuse of acohol in older adults

present unique challengesfor recognizing the problem
and determining the most gpproprigtetrestment
interventions. Alcohol useproblemsin thisagegroup
often go unrecognized and, if they arerecognized, are
generaly undertrested. Sandard diagnodtic riteriafor
abuseor dependence aredifficult to apply to older adults,
leading to under-identification of the problem. Older
adultswho areexperiencing substance misuse and sbuse
areagrowing and vulnerable population.

Over anumber of years community surveyshave
estimated the prevalence of problem drinking anong
older adultsfrom 1 percent to 16 percent. **** Therates
of problemsfound in community surveysvary widely
depending on thedefinitionsof dder adults at-risk

and problem drinking, and aloohal abuse/dependence.
Esgtimatesof alcohol problemsarethe highest anong
people seeking hedlth carebecauseindividuaswith
drinking problemsaremorelikely to seek medical care®
Fourteen percent of men and 3 percent of women older
than age 65 engagein bingedrinking®
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Guidelines for Alcohol Use

‘The National Ingtitute of Alcohol Abuseand Alcoholism and the Substance
Abuseand Mental Health Services Administration’s (SAMH SAs) Center
for Substance Abuse Trestment (CSAT) Treatment Improvement Protocol
(TIP) 26 on older adults® have recommended levels of alcohol consumption
to minimizerisky or problem drinking and to prevent acohol-related
problems.

For adultsages60 and older therecommended limitsare:

Overall consumption:

« Men: No morethan 7 drinks'week, or 1 standard drink/day;

« Women: No morethan 7 drinks/week, or 1 standard drink/day;

Bingedrinking:
« Men: Nomorethan 3 standard drinkson adrinking occasion;
« Women: No morethan 2 standard drinkson adrinking occasion.

w@ if they:
Aretaking certain prescription medications, especially psychoactive
prescription medications (e.g., opioid analgesics and benzodiazepines),
« Havemedical conditionsthat can be madeworse by alcohol (eg.,
diabetes, heart disease),
Areplanning to driveacar or engagein other activitiesrequiring
alertnessand skill
Arerecovering from alcohol dependence, should not drink alcohol.

What's a standard drink?
1 standard drink=

(1.502)

Wy ?

A standard drink equals 12 grams of alcohol
(e.g., 12 ounces of beer, 5 ounces of wine, 1.5 ounces of 80-proof distilled spirits).
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The Older Adult with Serious
Mental lllness and Dementia In
Primary Care
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Mentally ill die 25 years earlier, on average
By Marilyn Elias, USA TODAY

Adults with serious mental iliness treated in public systems die about 25 years earlier than
Americans overall, a gap that's widened since the early '90s when major mental disorders cut life
spans by 10 to 15 years, according to a report due Monday.
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Cardiovascular Disease (CVD) Risk Factors

Schizophrenia Bipolar Disorder
Obesity 45-55%, 1.5-2X RR! 26%°
Smoking 50-80%, 2-3X RR? 55%°
Diabetes 10-14%, 2X RR? 10%’
Hypertension >18%* 15%°
Dyslipidemia Up to 5X RR8

1. Davidson S, et al. Aust N Z J Psychiatry. 2001;35:196-202. 2. Allison DB, et al. J Clin Psychiatry. 1999; 60:215-220.
3. Dixon L, et al. J Nerv Ment Dis. 1999;187:496-502. 4. Herran A, et al. Schizophr Res. 2000;41:373-381.

5. MeElroy SL, et al. J Clin Psychiatry. 2002;63:207-213. 6. Ucok A, et al. Psychiatry Clin Neurosci. 2004;58:434-437.
7. Cassidy F, et al. Am J Psychiatry. 1999;156:1417-1420. 8. Allebeck. Schizophr Bull. 1999;15(1)81-89.

. Substance Abuse and Mental Health Services Administration . )
XSAMIiSA HRSA integration.samhsa.gov
www.samhsa.gov  1-877-SAMHSA-7 (1-877-726-4727)

Health Resources & Services Administration



Integrated lliness Management and
Recovery (IIMR) Teaching Techniques

An Emerging Evidence

Based Practice it
Uses
Psychoeducation
Motivational Interviewing ntegrated iness 11
Skills Training oy R
Cognitive Behavioral
Therapy Techniques
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Self-Management Training and Support Outcomes

Improved Self-management Decreased hospitalizations

Client and provider ratings
of self-management

Knowledge of Symptoms,
Meds, Coping
Symptom Distress

Symptoms Affecting
Functioning © 17.40%

Improved participation in
the health care encounter
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Challenges for Primary Care and
Dementia Patients

= Disclosing diagnosis and
confronting difficult transitions
can damage doctor-patient
relationship

= Time constraints inhibit follow-
up and fragment care

= Large caseload of patients

= Reactive (rather than |
proactive) approach -

= Lack of dementia trained staff

integration.samhsa.gov
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How to get it done?
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Team-based care:
All care team
members contribute
to the health of the
patients by working
at the top of their
licensure and skill
set.
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HRSA Geriatric Workforce Enhancement Program
Person-Centered Integrated Geriatric Primary Care Teams

Physician Physician Physician

»

that Work

Patient

Patient

Patient

Physician

Nursing — AP,
RN, Diabetes
Educators,
LPN

PERSON
AND FAMILY

Care Coordinators,

Aging Social Services Providers

Health Coaches and
Medical Assistants

Conventional Model

Dementia Care

“Team-based” based
Needs Assessment

New Model

“Powerful Tools for
Caregivers” Training

and Dementia Care




Caregiver Support Interventions

Caregiver support: Resources for Enhancing Alzheimer’s
Caregiver Health (REACH):

Education, problem solving, and telephone support are
effective improve caregiver's mood and wellbeing and
reduce morbidity for the person with dementia

Belle et al., 2006, Ann Intern Med
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BUT....What about the

=T

THE MENTAL HEALTH
AND SUBSTANCE
USE WORKFORCE FOR
OLDER ADULTS

IN WHOSE HANDS?
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Task Shifting:
Combining
High Touch

and Technology

Substance Abuse and Mental Health Services Administration
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Aging Well in Community

Reverse Innovation

Smart use of people and
smart use of technology

« Community programs,
education

* Health coaches
self-management

 Technology to monitor and
deliver health care at home

integration.samhsa.gov
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CIHS Resources

Treatment of Depression in Older Adults Evidence-Based Practices
(EBP) Kit

http://store.samhsa.gov/product/Treatment-of-Depression-in-Older-
Adults-Evidence-Based-Practices-EBP-KIT/SMA11-4631CD-DVD

Blueprint for Change: Achieving Integrated Health Care for an Aging
Population

http://www.apa.org/pi/aging/programs/integrated/integrated-
healthcare-report.pdf

Integrated Health Care for an Aging Population- Fact Sheet

http://www.apa.org/pi/aging/programs/inteqgrated/ihap-factsheet-
policymakers.pdf

integration.samhsa.gov
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CIHS Resources

Differentiating among Depression, Delirium, and Dementia in Elderly
Patients

http://journalofethics.ama-assn.org/2008/06/cprl1-0806.html

Talking with your Older Patient
https://www.nia.nih.gov/health/publication/talking-your-older-patient

Additional resources on older adults:

http://www.integration.samhsa.qgov/integrated-care-models/older-
adults
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CIHS Tools and Resources

Visit www.integration.samhsa.qov or
e-mail integration@thenationalcouncil.org

SAMHSA-HRSA Genter for Integrated Health Solutions esolutions newsletter

B Facebook  [E Twitter g Liserve £ Ask a Question B Email

ABOUT CIHS

SAMHSA-HRSA Center for
Integrated Health Solutions

CIHS promotes the development of integrated primary and behavioral health

iduals with mental health and

whether seen in behavioral health or primary care

Core Competencies for Integrated > LEARN MORE
Behavioral Health and Primary
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TOP RESOURCES ©
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Individuals with serious mental illness and
substance use disorders have a
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Thank you for joining us today.
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